sis with a pedicle graft is usually feasible but is a very specialized surgical technique I. It does provide an alternative to a stoma, and sometimes a double stoma, always an added burden to a patient who already suffered a great deal. Colpocleisis should always be considered even if local tumour activity cannot be excluded. Reference to another specialist for diversion is not necessarily in the patient's best interest. In his 1985J Y Simpson Oration (to be published), Lawson, with an unrivalled experience, made a similar observation on incidence and commented on delays of the order of 20 years in the production of fistulae. Longer follow-up will be necessary to quantitate the problem. C *Mr Allen-Mersh and colleagues reply below:
Sir, We were interested to read that our experience of radiation injury following treatment of uterine carcinoma is similar to that in other centres. It may be misleading to relate, as Hudson and others have done, the incidence of radiation injury to therapeutic success. The first objective is to cure the patient, but it does not follow that cure is more likely if there is a higher incidence of radiation-induced injury. There
Book reviews
ManualofHaematology AS J Baughan et al. pp 274 £8.95 ISBN 0-443-02564-9 Edinburgh: Churchill Livingstone 1986 This book, one of a series, has been designed for junior doctors looking after haematological patients. It is written in a spare style, mostly as lists, enabling the reader rapidly to review the causes, further investigations and management of various problems. Thus most subjects are not discussed in depth, and references are given as a guide to further reading. There is adequate coverage of most common and not-so-common haematological disorders (although paroxysmal nocturnal haemoglobinuria seems rather neglected). The chapter on cytotoxic chemotherapy is excellent, and that on terminal care in haematological malignancy should be required reading for all junior doctors, and many haematologists as well. The chapter on myelodysplastic syndrome is somewhat muddled, seeming to use an odd classification based on the currently used FAB classification and older terminology now largely superseded. This does little to clarify what is a difficult subject. The authors state that they 'have attempted to express a consensus opinion on the more controversial aspects of clinical management', and for the was no significant change in the survival of our patients during the 20·year period which we reviewed. This important relationship between survival and radiation-induced injury could be examined in more detail if, as we suggested, there was a central national register of therapeutic radiationinduced injury.
It is true that the period which we analysed has seen a number of changes in technique. We did examine whether the increase in injury could be attributed to anyone factor, for example, the introduction of the Curietron, but such a simple relationship was not found. We do not use spacers attached to the perineal bar. Details of the pattern of injury and management are being published elsewhere.', In summary, the majority of cases of radiationinduced proctitis could be managed conservatively and the operation of choice for the radiation-injured rectum appeared to be rectal excision with transanal sleeve coloanal anastomosis. We have no experience of colpocleisis, as colovaginal fistula did not occur in our series. T G ALLEN·MERSH 
